There was this long history of intermittent headache and occasional attacks of vomiting, with recovery afterwards. There were no neurological signs; the only sign was papilloedema. The diagnosis rested largely on the ventriculograms. As far as the ventricle was concerned, it was evident that there was internal hydrocephalus, but in the view taken with the head fully extended over the end of the table, so as to get the air to go up into the third ventricle, that ventricle had not filled, but one could see that the foramen of Monro was reduced in size. There was a slit of air in the anterior end of the third ventricle, but nothing behind that. That same picture was given in three separate films. There was a chance that these nonfillings might be due to air-locks, but the foramen of Monro was very narrow. At the Manchester Royal Infirmary Dr. Twining worked out with me the radiography of the third ventricle, and the filling defects in the different lesions.
Therefore I operated immediately, turning down a right frontal flap and excising a circular piece of the right frontal cortex. When the ventricle was opened, the foramen of Monro was identified by the veins leading to it and by the choroid plexus coming out. It was blocked by an opaque grey cyst. The cyst was picked up and punctured; it was very difficult to aspirate. To try to puncture one of these cysts in an emergency would be of little use. When I had emptied the cyst and extended the foramen forward by incising the anterior pillar of the fornix, it was easy to deliver the cyst and remove it.
The patient made an uninterrupted recovery, and is now, apparently, in good health. At no time did she have difficulty in turning her eyes to the opposite side. Of seven patients dealt with by this method of approach, only one had difficulty in turning the eyes, and that difficulty lasted only seven days.
Discussion.-Dr. MACDONALD CRITCHLEY said that he had seen this patient about eighteen months ago at another hospital, whence she was transferred to Queen Square. In hospital there were practically no abnormal physical signs except papillcedema, but, in consideration of the history, it was thought that a third ventricle tumour was the most likely diagnosis. She had previously been an in-patient in one or two mental hospitals. It was interesting that at one of them, some years ago, the diagnosis of third ventricle tumour had been made; even at that time she had papillcodema. On the strength of the suggestive history a ventriculography was carried out and had appeared to show a surprisingly normal third ventricle. Mr. Jefferson, whom he had asked to see the patient, had, by a stroke of genius, suggested another ventriculography; the result showed, as Mr. Jefferson now demonstrated, a definite third ventricle tumour.
Though thig patient had made a post-operative recovery, she had recently reported to hospital with a return of her depression and with ideas of persecution. The possibility of a recurrent depressive psychosis independent of the third ventricle tumour was very great. Mr. JEFFERSON said he had forgotten to mention that at the operation it was found that the upper part of the cyst was covered with a film of brain tissue. The only knowledge he had at the time was Dandy's remark that the tumour arose from the ependyma or the choroid plexus. It was consistent with a paraphysial origin that this layer of glial tissue was present, the tumour descending though the roof of the third ventricle. In the first case two tumours were present, the first was small, and did not account for the blindness. When it was out and I had another look round I found the second and larger olfactory groove meningioma. The patient had had bilateral anosmia. The left frontal lobe was resected back to immediately in front of the middle fossa. The sphenoid wing is less than a centimetre behind the level of section, and it was carried straight up to the falx and the frontal lobe removed. What effect did removal of the left frontal lobe have? The operation was done under gas-and-oxygen, and lasted five and a half hours. Half an hour after being put back to bed she was waking up, and I asked her how she was; she replied "All right, but verv frightened". Asked what about, she replied that it was about the operation she was to have. When told that she had had it, she refused for a time to believe the fact. She is able to do all she has to do and wants to do; she keeps house, and does her own washing. She also has a good memory, she tells us. She has to wear glasses, but she reads easily, and remembers what she has read.
In the second case, in which the operation took place only six weeks ago, the patient tells us that he can do everything as well as he could before the operation, and he does not think his wnemory is any worse. He does not read much, but then he never did. We took out the frontal lobe; the next slide shows the amount of frontal area removed.
I have now removed seven frontal lobes successfully; four right-sided, three left-sided. The removal seems to make remarkably little difference to the patients. If there is much psychotic change it means that the tumour has spread across the mid-line and that both lobes are involved. I do not know whether, in that case, it would be safe to try to carry out removal; one might not know, until the operation was in progress, whether the other side was involved. Long-standing frontal gliomata are apt to extend from one side to the other.
The results of these removals are sufficiently encouraging to warrant going on.
Discussion.-Dr. J. PURDON MARTIN said that in the second case, that of his own patient, he was particularly interested in the skiagram. As Mr. Jefferson had said, if there had not been several tumours, the condition would have been passed for aneurysm. Next he thought the lesion might be tuberculoma, but decided that the line forming the ring was much too smooth for tuberculoma. He believed Dr. Greenfield had concluded that it was probably a congenital tumour of the nature of an epidermoid.
What disturbances of function could be detected in these patients from whom a large part of one frontal lobe had been removed? The most apparent changes were on the emotional side. The most striking was a lack of reserve. This was noticeable in both of these cases, and he had observed it in other cases of frontal lobe lesions. Another peculiarity was that the patients were constantly somewhat elated; they were jolly and inclined to be facetious. On the intellectual side the changes might be summarized as a Jack of "depth"; this included a failure to see the various aspects of a situation, or implications of what was said.
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He agreed with Mr. Jefferson that mental impairment was not pronounced unless both frontal Idbes were affected, or unless the fibres connecting the two frontal lobes were involved. In the case of frontal tumour the onset of obvious mental symptoms usually indicated the spread of the tumour to the corpus callosum.
Mr. JEFFERSON, in reply to a question, said that no technlique was needed to keep the remaining parts of the brain in position; they looked after themselves extraordinarily well. In both these cases the removal had been carried out in order to obtain access to the tumours, which were so far back that removal would have been impossible otherwise.
He agreed with Dr. Martin that this operation could not be performed on all patients irrespective of their intellectual background. These particular patients were not a very good index, they were average working-class folk. Another patient, whom he had shown at a meeting of the Association of Physicians in Manchester, had exbibited that same lack of reserve which had been mentioned, but which he (Mr. Jefferson) had attributed to the physicians rather than to the patient. None of the patients in the cases of left-sided removal had shown any sign of aphasia. On examination (February 1936) .-A bright and intelligent boy, who co-operated well. The following abnormalities were found: (1) A defect in the left lower quadrant of the field of vision; this was more especially evident after an attack;
(2) a defect in the skull in the right occipital region (confirmed by X-rays). The cerebrospinal fluid was normal. A bilateral ventricular tap was carried out and air was injected. The right ventricular fluid was slightly yellow and contained 55 mgm. of protein; the left ventricular fluid was normal. X-rays showed a distension of the right posterior horn reaching out to the defect in the bone.
Operation.-Right occipital lobectomy performed by Mr. Geoffrey Jefferson in May 1936. Following this, the boy had, for a few days, considerable sensory disturbance down the left side, but this eventually cleared up. Three days after operation, confrontation tests showed a complete left-sided hemianopia with sparing of the macula. In the succeeding weeks this was frequently confirmed by perimetry. In Octobqr 1936, the patient had an acute headache, stiff neck and a rise in temperature. The lumbar fluid was turbid, containing a large number of polynorphonuclear cells, but no organisms. Following this acute illness, the fields of vision showed, by confrontation tests and perimetry, a left homonymous hemianopia splitting the macula. Marked sensory disturbance was demonstrated down the left side. General improvement has taken place and when the boy was seen, in January 1937, the field of vision showed left homonymous hemianopia splitting the macula.
Discussion.-Dr. MACDONALD CRITCHLEY said that this was a most important case, as it shed considerable light on the vexed problem of the cerebral representation of the macula. For some time past he had inclined to the view that the macula was probably represented bilaterally, and the present case appeared to bear out that idea. In Foerster's opinion the macula was probably represented bilaterally, by way of a double decussation: first a partial decussation in the optic chiasma, then a second decussation-complete, or almost completein the corpus callosum, or possibly in the posterior commissure. Foerster had described an excellent clinical case in point:
